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This is a State relicensure survey.

Survey dates:  January 11, 2015 to January 14, 

2015

Facility ID:  005951

Provider #:  15K003

Medicaid #:  100025130A

Census:  119

Record Reviewed: 14

Home Visits:  4

Alere Women's and Children's Health, LLC was 

found to be in compliance with 410 IAC Article 17.
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